Confusion still exists regarding the differentiation between right bundle-branch block and right ventricular hypertrophy. Study of patients after open-heart surgery was helpful in this problem because postoperative changes in electrocardiograms and vectoreardiograms were clearly due to traumatic disturbance of the right bundle branch and not to right ventricular hypertrophy.
Top). The duration of the QRS complex, the intrinsicoid deflection, and the duration of the S wave in leads I and V6 were increased in all tracings. The morphology of the V1 patterns changed in 2 patients. In cases 1 and 2 with an rS and an RS complex in V1 preoperatively, an R' of distinct magnitude appeared postoperatively. In cases 3 and 4 the r' and R' in V1 present preoperatively increased in magnitude and duration postoperatively.
The vectorcardiograms likewise showed striking changes postoperatively ( fig. 2 Top).
In the horizontal plane in all cases the loops in both the cube and tetrahedron systems were directed counterclockwise, changing from the clockwise direction seen preoperatively in 3 patients. This uniformity in direction of inscription was not seen in the sagittal and frontal planes. The loops which were previously mostly anterior in position were now RIGHT BUNDLE-BRANCH BLOCK2 i '. 1: . . -a n S A. On the basis of these studies the postoperative right bundle-branch block, which developed in the patients presented here, was presumed to be traumatic in origin, resulting from the inadvertent placement of sutures at surgery; indeed, the abnormal conduction was noted to occur during the operative procedure, as the sutures were being placed within the septum. This event has been noted also by other groups reporting on the repair of ventricular septal defects by open-heart surgery.6', 17 When right bundle-branch block does not occur following surgery, as in 1 patient in our group, it can be postulated that the area of the conduction tissue was avoided during the operative procedure.
The production of right bundle-branch block was accompanied by striking changes in the electrocardiogram. The duration of the QRS complex and ventricular activation time was markedly increased. An RSR' pattern appeared in those patients in whom it was not present preoperatively and became more significant in those in whom it was noted before surgery. Of greater importance was the increase in duration of the R' in V1 and the S wave in leads I and V6. The latter findings appear to be much more significant than the morphology of the QRS complex alone.
The origin and interpretation of the RSR' patterns has long been a subject of contention. It can be said however, that in the presence of an RSR' complex the differentiation between right ventricular hypertrophy and right bundle-branch block often cannot be made electrocardiographically. In particular, in the presence of an RSR' complex of normal duration and with a normal intrinsicoid deflection, the differentiation between incomplete right bundle-branch block and a normal variant may be impossible. Although some investigators12 attribute the presence of 2 
